

Ibflil.il 


San Dii <io Si aii 

t i.n i vi usi iv 


SUPERVISOR'S REPORT OF WORK-RELATED INJURY/ILLNESS 

Complete this form in its entirety and submit within 24-hours of the Iniurv 

HI .. l r*.♦ n i*A J ^rt.l n J y 


Please fax to 619-504-4013 


File as: 


Worker's Compensation Claim 
O Incident Only Report 


Date of Injury 

Of\ap i 

T 

. 

Time of Injury 

Nft 

0 a-m. 

0 i >rn - 

Supervisees D; 

&I 

ite ofKiipw 

a 1 ( 

iedge 

14 

X" 

Dat8 , dWcii , eiveii 

HUi 

'tpErnplayee 

il '. 



Employee's Name (last, First) 


Department 1 1 


EMPLOYEE INFORMATION 


Home Rhone 


Job Title (U. Custodian, Suitlyn| lniiyg| 


Cell Phone 


T~Work Phone 
1 


Supervisor's Name 

t ■ 


Hours Worked Per Week: 


Supervisor's Work Phone 


Supervisor's Email 


Days Worked; M*F 5 M T W Th F 5 
□ □□□□□□□ 


Start time: 




Injured Body Part i 

VuaQ 

iccuei 


Type of Injury 

co(°T> 


Action Cayslng Injury j ft 


Contributing Object/Equipment * 

$>oc *Vr aXwt 




(circle Injured pnrl) 





lame & contact inFormation of Witness: None 

Of Ale -ft? 


Was another person responsible? Yes No 

___ o jsO 

Name & contact Information of responsible {(arty? ~ 


Were other employees Injured? 1 y^T 

o o 


Were Campus Police notified? 


Did the employee miss any work related to the Injury? No Yes If yes, Date: 

o 


Time From: 


To; 


Yes No 

o ^ 


____ y& o _ 

.| s' : - ■ ::::.v'' ~Vv'■ VifVT.,^M edical NFdiiivi/YfibFi,V''^• 7.£‘: v ; i, y : 

ft TV/nn rt L I Pi A r\ /-lif.-.! r"->^!l!t>. f 1 1 _ il I IT ^ _ HI 4 .It'T'LlII. t .1" 11 1'.'/'t" '' """" . 


Medical Treatment Required | Medical Facility 

O None O Emergency Room 

0 Nrst Aid O Hospitalization 

*0>edical Care } \ \ 

( PvtV(i\iV.rA^l 9 ^M J\ 


V^][3liarp Rees-Stealy 
“O Other 


If other, please complete the following: 

Physician/Facility Name: 

Address: 

Phone: 


Corrective action 


ion: What action will be taken to prevent recurrence? Check as many as appropriate. 


[3 Safety Guidelines Developed 
[jj Training Scheduled 


CU Employee Counseled Safety 
[3 Repairs Ordered 
~7T~ 


□ Personal Protective Equipment Ordered 

□ Other: _ 


U% 

w : . 


Completed By {Print Name) 


/; 


A/ 


/ 


Signature 




Date 

xhidli 


its. 


O.iu 1/1TM l 








San Dii-uo State 
IJNIV l'HSITY 


SUPERVISOR'S REPORT OF WORK-RELATED INJURY/ILLNESS 

Complete this form in its entirety and submit within 24«hours of the infurv 

DUrtAA An* n •* $ 


Please fax to 619-694-4013 


File as: 

0 Worker's Compensation Claim 

Incident Only Report 

“-Wh 

lime of Injury . . 

£0Y\ hnuous jA-o^p.©^ 

S^rvl^or's D^^nowiedge 

Data DWCjl Giver 

to Employee ^ ,rr u 

1 Ernrdtw £■«'.«} Nama /I ash \ ou»„ T « . 

> : -y. 7.vTTvr: 


Department 

PuldtC Mm\(\ 

Supervisors Name 


Job Tltlj^U. custodian, atucteot intern)^ 


Hours Worked 


;ed Per^V^lc^ 


Supervisor's Work Phone 


Supervisor's email 

Days Worked; wf S M f W~Th 


Email 

— &£*. 


j Supervisors Fax 


M 


Injured Body Part 


Hcuk I Imjf 


Type of Injury 

|((frU&£ 


Action Causing Injury 




Contributing Object/xqulpmenfc 


s M T W Th F S Start time; . £*) a*m, End Time: 

• g-omgm ann o-a) /■/: 




BACK OF HAND 
(cjfcla Injured part) 



left 


Right 


FRONT OP HAND 

(elfcla Injured part] 



Left 


Right 


..I. ... .|___ ] 

Describe In detail how the accident occurred (l.e, Employee was opening a box and the box cutter slipped lacerating his left thumb,) 

t CDUyK/iq ,cPhe^K cut u^D/f^H^Ce , 


Did Injury occur on campus? Yes No 

€b O 

Campus location where injury occurred 

P5F/4 Buddmn 

If not on campus, name i& address of site 

Name a contact Information of Witness; None 

la. 

Did the employee miss any work related to the Injury? 

Was another person responsible? Yes No 

o ® 

Were other employees Injured? Yes No 

if o 

Name & contact Information of responsible party? 

No Yes Ifves, Date; TimeFrm™ 

Were Campus Police notified? Yes No " 

P 0 0 

T h* ." 


a o 



Completed By (Print Name) 


fifgnature 

/? 


ithers fcW Qcacttd jo Anern^iu 




Rev, 4 / 23/14 







m 


San Diuio Siai I 
Univikmi v 


SUPERVISOR'S REPORT OF WORK-RELATED INJURY/ILLIMESS 

Complete this form in its entirety and submit within 24-hours of the injury 

Please fax to 619-694-4013 


File as: 


0 Worker's Compensation Claim 
© Incident Only Report 


Date of Injury 

Jan. 31,2019 

Time of Injury 

10:00 Op-"'- 

Supervisor's Date of Knowledge 

Jan. 31,2019 

Date Gtei to Employee 


Employee's Name (Last First) 


Department 

School of Public Affairs 

Supervisor's Name 


EMPLOYEE INFORMATION 


Home Phone 


Job Title (i.e. Custodian, Student Intern) 


Cell Phone 


Email 


Work Phone 


Hours Worked Per Week: 

40 


Supervisor's Work Phone Supervisor's Email 


Days Worked: M-F S M T W Th F S 

(3 □□□□□□□ 


Start 


time: 0 a.m. 


08:00 0 p 




Injured Body Part 

Other: Head 


Type of Injury 

Other: Pain 


Action Causing Injury 
Dust/Gas/Fumes A/a pors 


Contributing Object/Equipment 


(drcla injured part)* 


INCID ENT INFORMATION 


Supervisor's Fax 


End Time: 

7:00 


o a-m. 
© p m - 



BACK OF HAND 

(circle Injured part) 



Left 


Right 


FRONT OF HAND 

(circle Injured part) 



Left 


Right 


Describe In detail how the accident occurred (i.e, Employee was opening a box and the box cutter slipped lacerating his left thumb.) 

Headache and vision issues possibly related to construction fumes in PSFA building. Visited nurse practitioner in 
a few days of headaches. 


after 


Did Injury occur on campus? Yes No 

© o 

Name & contact Information of Witness: 


Campus location where Injury occurred 

PSFA 


If not on campus, name & address of site 


None 

□ 


Was another person responsible? Yes No 

_o o 


Name & contact information of responsible party? 


Were other employees Injured? Yes No 

__ o o 


Were Campus Police notified? 


Yes No 

o o 


Did the employee miss any work related to the Injury? No Yes If yes, Date: 

O ® 2/1/19 


Time From: To: 

8:00 a.m. 4:30 p.m. 


MEDICAL INFORMATION 


Medical Treatment Required 

0 None 0 Emergency Room 

O First Aid 0 Hospitalization 

j(§}!(yiedlcal Care 


Medical Facility 


0 Sharp Rees-Stealy 
O Other 


If other, please complete the following: 

Physician/Facility Name: 

Address: 

Phone: 




-- r --„-. ■ , _ 

• -V- :• CORRECTIVE ACTION . 



Supervisor*s Investigation; What action will 

0 Safety Guidelines Developed 

be taken to prevent recurrence? Check as many as appropriate. 

CD Employee Counseled Safety 

n Personal Protective Equipment Ordered 


Q Training Scheduled 

□ 

Repairs Ordered 

K r — 

0 other: SUMAtripan Succinate 25 MG 

- 


Completed By (Print Name) 




3/20/19 


Signature 


Date 






SAN Dl!;( j'O STATI- 

University 


SUPERVISOR'S REPORT OF WORK-RELATED IIMJURY/ILUMESS 

Complete this form in its entirety and submit within 24-hours of the iniurv 

Please fax to 619-5944013 ■* * 










IMG_7350.jpg 


Hi\n Dm.'oSrMi 

UNivrnsm 


SUPERVISOR'S REPORT OP WORK-RELATED INJURY/1UMSS 
Complete this form in its entirety ami submit within 24-hours of th© injury 
PlottSO fox to 0184044013 


0 Worker's Camfiansatltm Claim 
$ fhcHfcrit Only Rupoit 


Wiito pf Injury 




Hme of Injury 


0«»- O 


ili ■■ ^" v/oikPhone _ ^ 1 

'f'. ■} *IS|Sr?mttnl /*' ,,,,;V ‘ iabiPityo <t^. ‘ '' • ' 7 ~ r ' 7 * ’ Nall. 

. ^lf}Y] . ., , , , .. (____ 

jl ’)*';< Sam”"' M ™ 1 / tal!' ' .'7 • T ' r T slSflivIsoi'sPax‘ * ^ 


t r>- .IBjM 

fr- ''v,- ; Injury Body Part 


; 1 . $z\ i ; , vv :,, ' : ?rMcKOFipii5o ™’’^ W y] '•:»*■ wof hand 


j#?: ’ wwP : ^W tk 

f/iv pAtwk , A&utfAfimn Jf ' : ;: : \v. : : »' oy X.-iLs , ; ; :..=>V 

p^'vr. tEK causing itiiuty ~$wfp$fy! :.y, ijls vV. '? .W-Vi V, f VU V/ 

* -saw^^ : : ; '; j| .| •;'•••;•>’• *; .;'/ 



f -W' ■j^toiitrlOutinfJ 0|>|«t*/£<|Olpmcrit 




"* •^rrrrr. ... 
v Malt:; ■;/. 


WwOfitjljitJetui 

if 

R&i itirWXffg)^}.w^ ■ ••.,' >: 

••■ ''*' V'.*'■■;■' : • '•""<:•■■ - ■■ : .V \% '-Kr l\y\. ■'<* * ‘:v : ; .v •: '■ “' ■'•> 

BS6£ja\.- ^•■SfJfeag^Mgm' .■■.£ :.y-.-v-..^-.-..: t -.-ri..-.:-.. .-• ■_ :,,; 

wtePPf^SSSilli SSSHl^SsSi®!s ; ; "i 


• '• ' ■ .*••• .■ iv:. *>/. i' ;V. .V.; •■«•• i ■> ••„ .<>■' "< ;. a ~". ,.1 ''*"'| i'Ti :",'! • ' J 1 I ■ ■. .- 

isisiiiMiHBiWssI 






iris 


r^r«VJ y*Xil j 1^:..• # ti j 'w-.'C* ■ 


1 ofl 


3/1/2019,12:37 PM 




SUPERVISOR'S REPORT OF WORK-RELATED INJURY/ILLNESS 

j§J Complete this form in its entirety and submit within 24-hours of the injury 

San DiUioSi mi C ft I IS 
Univirmiy 4 O' 

(A 


Please fax to 619-594-4013 


File as: V) 


^7 


3 om %&323 oodo \ 


(7) Worker's Compensation Claim 
© Incident Only Report 


Date of Injury 

■Av*\h 

Time of Injury 

|- ^'piiA - O a m - *©-P m 

Supervisor's Date of Knowledge 

Date DWC-1 Gf 

ven to Employee 

|n 


EMPLOYEE INFORMATION 


Employee's Name (Last, First) 


Home Phone 


Cell Phone 


Work Phone 


Department 

PSFA 


Job Title (i.e Custodian, Student Intern) 


Email 


Supervisor's Name 


Supervisor's Work Phone Supervisor's Email 


Hours Worked Per Week: 

8 


Days Worked: M-F S M T W Th F S 

0 □□□□□□□ 


Start time: 

8 


Q a.m. 

o pm - 


Supervisor's Fax 


End Time: 

4:30 


O a.m. 

Q pm 


INCIDENT INFORMATION 


Injured Body Part 


{circle Injured part)-- 


Type of Injury- U S 

nose bleed, headaches, 


Action Causing Injury 


Contributing Object/Equipment 



BACK OF HAND 

(circle injured part) 





Left Right 



Left Right 




FRONT OF HAND 

{circle injured pari) 


hip 

■W 
>-/ \-< 


Describe In detail how the accident occurred (i.e. Employee was opening a box and the box cutter slipped lacerating his left thumb .\ 

Work being done on the roof of PSFA which caused the fumes to enter into the building. Uv h&j 

fuaxUii , sda-fT 4- j yu, \ovu.uluv\ 


Did injury occur on campus? Yes No 

® o 


Name & contact information of Witness: None 

iVVit-hpU affcs Met ip 

hit Ml 

OH tu &fvl£ 

Tr 


Campus location where injury occurred 

PSFA Building 


Was another person responsible? Yes No 

o o 


Name & contact information of responsible party? 


Did the employee miss any work related to the injury? No Yes If yes, Date: 

o ® m- 


If not on campus, name & address of site 


Were other employees injured? Yes No 

© o 


Were Campus Police notified? 


Yes No 

O © 


Time From: „ To: „ . 

Mmk 


MEDICAL INFORMATION 


: Ki' 

_ 


Medical Treatment Required 

© None O Ernergency Room 

O First Aid O Hospitalization 

© Medical Care 


Medical Facility 


Q Sharp Rees-Stealy 
O Other 


If other, please complete the following: 

Physician/Facility Name: 

Address: 

Phone: 




CORRECTIVE ACTION 


Supervisor's Investigation: What action will be taken to prevent recurrence? Check as many as appropriate 


I"! Safety Guidelines Developed 

□ 

Employee Counseled Safety 

CD Personal Protective Equipment Ordered 

[~~| Training Scheduled 

□ 

Repairs Ordered 

0 Other: MllHlPU tiWL 

--U)ttK hialihu mt&yh WW 


Completed By (Print Name) 


fV CfJ'/Yiet 1 ^ 


U6 J 


Date 




Rev. 4/23/14 














































































San DikioStaii 
Univiusiiv 


SUPERVISOR'S REPORT OF. WORK-RELATED INJURY/ILLNESS 

Complete this form in its entirety and submit within 24-hours of the inliirv 

Plaasn fax to 619-694 4013 J ' y 


Q Worker's Compensation Cfalm 
Incident Only Report 


Employee's Name (last, First) 


Date of Injury 

Time of injury 

Tujls . T%>> Xl* 

rocV 

Supervisor's Date of Knowledge 

1 

an 

s 

1 

TuJB*- Vdn. 1C 

>\% 

. 7-5-- r 

EMPLOYEEH#BftMATiON . : : • 

| Home Phone ^ j ^ 

Cell Phone 


Work Phone 


Department 
Supervisor's Name 
Hours Worked Par Weak: 



Job Title (U C»»slotJ!an, Student Intern] 

T’^ I Supervisor's Emaif 


Pays Worked; JVPF S M T W Th F S Start time; 

__ M □□ □ □ □□□ 6 



Supervisor's Fax 


am End Time; 

X'', 




——J.U._ LJ U U I P Q * "»■ [ -X ~ ~ p.m. 


Injured Body Part , • i 

I ‘SiVxuS 

liA.Y\cjs/ous«r 


[ckele Injured pfjrt) 


BACK OF HAND 

{ciftle Inju/ed port] 


[circle Injured {i 9 rt] 


Typauflnjury 

RespfcJ 

rO f ---i 

f 

Action Causing Injury 

Wndevvj^ od 

o r 




rk\ WLAW/ 


11 f; 


Contributing Object/Equtpment 


yy 88 fl-eft Right I ITeft Right | 

Describe In detail how the accident occurred (i.s. Employee was apwSI^ box and the box nutter slipped lacerating his left thumbl ~77“- ~~— 

"Tvul bLLvAcU'uv^ v\as hctd Oi sS-y\ta^ odor -fir <x cou^fie Of tftecki, f^iardCLu 
»V V^ecawi iWfy S'VroiA^ s\ "X &Y-p€.rCe.v\LecC asfnmaAtV. “S'l/YKp'|- 6 yy\s / 

Old Injury occur on campus? Yes * No I Campus location whore Inlurv occurred "T if nnr rtn Farrtrtnt is»m n .. 


Old Inlury occur on campus? Yes No Campus location where Injury occurred ~f if net on campus, nrmiTi' addressorsIte 7l/ 

JJSS O FsPA ^ Write bk(ei 

Maine & contact information of Witness: None Was another person responsible? YeT~~No Were other employees injured?-Yes-Mo- 

d_ O O __ O O 

Name a contact Information of responsible party? Were Campus Police notified? ~Yes-No— 

_l_]_o o 

Did the employee miss any work related to the Injury? No Yes If yes, Date; Time From: "'toT™ --~-— 

$ o 

>' '.V'*R; "rTyFT‘7sjT-\™' .- . r , . 

jl§|gtil|jgi& ^ 

Medical Facility [if other, please complete the following: “* 


$ None O PnieraBncy Room 

0 Flfst Aid 0 Hospitalization 

(Q Medical Care 


Q Safety Guidelines Developed 
p Training Scheduled 


0 Sharp Rees-Stealy 
O other 


Physlclan/Faclllty Name: 
Address: 

Phone: 


tjt 

K 

Sjj ‘ .F*l >*i' Tv-'’ -J iV*C: Cf : ' J» 

'Si- if.'!$•&:V 
k. os.-U-: f'. 


JjTJ j 
biEj.. fr » 


y : \ip. 


5^] 


WKmm ACTIONS 

»*"' i */' % V j, ^ 

;S-1 T 

id*LL 

i 

ii,; 


LI Employee Counseled Safety 
□ Repairs Ordered 


D Persona! Protective Equipment Ordered 

pother: (a<)thXj _ 

___.. wloMZui m\ ma 




Completed By (Print Name) 


ru»* intn i 







San DiuioSTAri 
Uni vi usity 


SUPERVISOR'S REPORT OF WORK-RELATED INJURY/ILLNESS 

Complete this form In its entirety and submit within 24»hours of the inlurv 

Please fan to 619*5944013 J y 


O Worker 1 # Compensation Claim 


pate of Injury Z ~~ | Time of Injury 

Vm\ &0 "*b V , (eio \r,'ydo'fc 7o\°) 


[incident Only Report 


pnlnlmmo'e Mnmn fl nth Rli-tht 


Supervisor's Oats of Knowledge 


>■ ,v. ...1./- V jiyfftOYfe 'information 

I Home Phone 


OO p- m - 
- 


* Work Phono 


Department J Job Title (tu.ci»i«a»^siu4ntiM«nil 

IVV.-UC /VWY 

Supervisor's Name j Supervisor's Work Phone nTuparvisor's 6mall~ 


Hours Worked Per Weaki 

ro 


Supervisor's Pox 


S StarUlmo; W5 ojn, EndTImGt 

i h nn n □ □□□ I :o o«■ "1 »; 

Injured Body Part I J ^a>.ltWslnJu«J(iari| _ I 5iS??iPHAijri --n 


o a.m. 


*VCV^- A 

Action Causing Injury 

Contributing Objuct/Equiprnent 

fuwv^-A 


7 •' W 


BACK or- hand” 

(<trda Injured pj|p 


s~P K' 


FRONT OF HAND 

[circle |n|«rqtj part) 




-;-------.-l_____ I _ _ _|_ 

Descr1be ™ rfQt311 haw accident occurred (l,e. Employee was openings box and the box cutter slipped lacerating his left thumb.) 7 7"~- 

•fbwvU to <oo{~ Wxltc O'- 1 , cWo.jAe.xy 

____________ 


Did injury occuron campus? Yes Nu Campus location where Injury occurred j if net on campus, name & addresTofsita- 

jac o psm 

Nume & contact Information of Witness: None Was another person responsible? Ya:P““No Were other employees Injured?- Vet -ST" 

□ Q o n 

1 Nom B & contact Information of responsible party? Were Campus Police notified? Yes-No” 

; - -. .. U^lU^v£jv'wV--> (5 ^ 

Did the employee miss any work related to the Injury? No Yes If yes, Date: Time From: L ~~Toi -- 

|9C O 
























m i 

SAN DlfcXK) STATE 
UNiyPKSITY 


SUPERVISOR'S REPORT OF WORK-RELATED INJURY/ILLNGSS 

Complete this form in its entirety and submit within 24-hours of the iniurv 

PI&hbg fax to 619* , 89'M013 \ J # 


File ns; 


Q Worker's Compensation Claim 
® Incident Only Report 


—l J^rr-r.v.,_^r.f ▼ 

Data of Injury . . 

Time of Injury . .~ 

JOU 0 n.m. Omi. 

Supervisor's Pato of Knowledge 

Hfut* l&fyf 

j*^idAi!l«i7TTE5P7 

3£ 

\ »V*. eyr-Vz 

alyepjp,E.nmtoy^cf/ 



s toULoccurred (U Employee was opening n box and tJio box cuW slipped lacerating his toft thumb.) 


Old Injury occur on campus? Yes No’ 

0 

Campus location who re Injury occurred 

psevv “ 

If not on campus, name & address of she ' " ' 

Name & contact information of Witness: N one 

P 

Was another parson responsible? Yos No 

_ 0 0 

Were other employees injured? Ye$ No ~ 

0 0 

Name &, contact Information of responsible party?" 

Wore Campus Police notified? Yes No™* 

o o 


Did the employee miss any work lolnbod to the Injury? No Yes If yes. Data? 

o o 


Tima From; 

MB 


To: 



tiS&lona 0 emergency Room 

Q first Aid Q Hospitalization 

0 Medical Care 


0 Sharp Rfles-Stealy 
0 Other 


If other, please complete the following: 
PltysIcton/FacllltyNama; 

Address: 

Phono; 


wl11 bQ { * km t0 P mvont ^cummert Check as many as appropriate, 

□ Safety Guideline: Davelopad . □ employee Couniolad Safely P Personel Protecllvo Etiulpmant Ordered 

□ Training Scheduled p Repairs Ordered f^j-other: |Af>mO 




Completed By (Print Name) 


Signature 


“zr 




Use. .1/23/14 








SUPERVISOR'S REPORT OF WORK-RELATED INJURY/ILLNESS 

Complete this form in its entirety and submit within 24-hours of the injury 


San DncioSiAii 
University 


Pleaae fax to G19-G94-4Q13 


0 Worker's Compensation Claim 
0 Incident Only Report 


Emploven's Nfim» fi r|,< s t} 

Department 

HTM 

Supervisor's Name 


Date of Injury 


Time of Injury 


Ogof^m^mc, ..tomb .. . 

Supewlsor's o6Fa of Knowledge 

. . EMu 

_ EMPLOYEE INFORMATION _________ 

I Home Phone j Cell Phone ' 


O a n). O | 


Job Title [J.u. cusidctbrif sintitjiu intnrnf 


Supervisor's Work Phone Supervisor's Gmail 



Work Phone 



Supervisor's Fax 


Hours Worked Per Week: 

40 


Injured Body Pnrt 
Other; Head 
Type of Injury 


S M T w Th F S Start time; 0 a,m, End Time 


O 


0 □□□□□□□ 8;30 o P- m > 5:00 ^ P .m, 

■ ; ■; ■'?"»T" T .-‘. ■( i v r . 



(tifd<f injure t) imiU 


BACK Of HAND 
{tlfdc tnfiirutl [mil] 


FRONT OF HAND 

(tkclo Injured parti 


Headaches and light header /$} fv\ 


Action Causing Injury 
Fumes In building 
Contributing Object/Equipment 

Roof Work off gasing 


v i V 




mm 


Y 


Describe In detail how the accident occurred (l.e, Employee was opening a box and the box cutter slipped lacerating his left thumb.) - 

There has been ongoing roof work being clone which makes our office smell of gasoline fumes. The fumes sometimes become so strong 
that I begin to feel light headed and eventually get a painful headache. a 


Did Injury occur on campus? Yes No Campus location where injury occurred 

© O PSFA, 


If not on campus, name St address of site 


Name & contact information of Witness: None Was another person responsible? Yes " No ~ ~ Were other employeesTrijured? Yes NcT 

□_ to Q _ 0 O 

Name fit contact Information oF responsible party? " Were Campus Police notified? yes No 

_I_ fihon _J____ o o 

Did the employee miss any work related to the Injury? No Yes If yes, Date: Time From: To: ~™ 

fot-c \xor\ Tcfcqscd early) O © _ 2 kj| 5 _ _____ 


Medical Treatment Required Medical Facility If other, please complete the following? 

Q Sharp Rees-Stealy 

© None © Emergency Room Physlcian/Faclllty Name; 

©FirstAid 0Hospitalization ^ ot * ier Address; 

0 Medical Care 

Phone: 


Wl11 be taken t0 P fevent recurrence? Check as many as appropriate. ..- - - - - 

□ Safety Guidelines Developed □ Employee Counseled Safety □ Personal Protective Equipment Ordered 

p Training Scheduled □ Repairs Ordered \AmyuU , | 


Completed By (Print Name) 


/nature * 


2 bv a | i* 

Date 

3hln 


ftev, 4/23/14 











S SUPERVISOR'S REPORT OF WORK-RELATED INJURY/ILLNESS 

I Complete this form In its entirety and submit within 24-hours of the injury 


S \N I )n t>n S f a 11 
{iNiviusin 


Ploaae fax to 619*5944013 


Q Worker's Compensation Claim 
0 Incident Only Report 


Date of Injury 

Jan. 2019 - Present 

Time of Injury 

Ongoing Op* 

Supervisor's Date of Knowledge 

1/17/2019 

Date DWC-l Given to Employee “ 

2/26/2019 


__ EMPLOY EE INFORMATION 

employee's Name {Last, First) TTlome Phone TCell’Plione Work Phone — 

_ [n/a _ .______ 

Department Job Title (i.a, custodian,studont intorni Email “ ’ 

PSFA 

Supervisor's Name j Supervisor’s Work Phone Supervisor's Email ~~ Supervisor's Fax ~ 

_ , __ .. N/A 

Hours Worked Per Week: I" Days Worked: M-F ” I" M W Th F S Start time: © a.m. End Time: /’’v am 

40+ . I la □□□□□□ □ I 8:00 Q P^ 15:00 © p.m. 

Inlured Body Part (etrela loured partT“ T BACK OF HAND ~ 'FRONT OF HANd ‘ ^“’ '“ 

(Vi) felt (circle InlureU part) tdretelnluroilpart) 

Multiple Body Parts ^3 j C 

it M m% 0 *0 , #1 

■Misamm -#(|jVvhj\> 1 00 f \/0 

Dusl/Gas/FumesA/apors V J f ) f J / \ { \ 

Contributing Object/Equipment \ / \ I 1 / __ — 

Ongoing construction io _ Weht Left weht 

Describe In detail how the accident occurred (l.e. Employee was opening a box and the box cutter slipped lacerating his left thumb.) ~~ “ " . 

Inhalation of fumes, vapors, dust, other air particles white existing in the building causing severe headaches and respiratory Issues with 
difficulty breathing. 


SACK OF HAND 
(drcl& Injured part) 


W 


tclrcte Injured part) 

lit? #1 


Did Injury occur on campus? Yes No Campus location where Injury occurred 

® O PSFA building 

Name St contact information of Witness; None Was another personresponsible? Yes ~No Were other employees Injured? Yes No 

Other PSFA building a ---_0_©___ © O 

A^nuhcihfo Name & cor,tact Information of responsible party? Were Campus Police notified? Yes No 

occupants n/a o © 

Did the employee miss any work related to the Injury? No Yes tf yes, Date: Time From; To; ...“ ' 

■ SSSlkd Medical Facility If other, please complete the following: 

0 Sharp fiees-Stealy 

$pone Q Emergency Room Physician/Facility Name: 

0 First Aid 0 Hospitalization ® Other Address; 

O Medical Care 

Ml_ 


if not on campus, name & address of site 

n/a 


action will be taken to prevent recurrence? check as many as appropriate. 

O Safety Guidelines Developed O Employee Counseled Safety Cl Personal Protective Equipment Ordered 

□ Training Scheduled Q Repairs Ordered Mother: UtfVH't' . 


■Sw Completed By (Print Name) 


2/27/2019 

Date 

3th*} htf 


Rev. 4/23/M 






San Dikj'u Sta n 
Univiksiiy 


SUPERVISOR'S REPORT OF WORK-RELATED INJURY/II.LNESS 

Complete this form in its entirety and submit within 24-hours of the iniun/ 


Q Worker's Compensation Claim 
@ Incident Only Report 


Pleas© fax to 619-594-4013 J y 

Dale of Injury". ( rime of Injury ™ - 

eg ijn i u _iuu>_ ®B.m. op-' 

Supervisor's Onte or Knowledge Date DWC-1 Clvenlo Employee ~ ”—"-- 

. I.. ■ —U3*1U—. 

1 ‘rivBtt’rKiiiuAfjh/iAvinki V - • . • .. * ■ .•••. .•7 Vi '•.■ 


Employee's Name (Last, First) 
Department 

VSTfv _ 

Supervisor's Name 


Home Phone 

Jab Title |Ul Custeilliin, Suitluru Intern) 

t V 

I Supervisor's Work Phone I Supervisor's Email 


Cell Phone 
Email 


Work Phone 


Supervisor's Fax 


Hours Worked Per Week: [o^s Worked: M-f S M T W Th F S “Tsmto^ STST-Sidlw---“ 7 sr~- 

P D a g^ 9" m - 1 ^ 

Injured Body Part VJ ' mn ' 

,tT"\ n BACK OF HAND FRONT OF HAND 

(\a&Y ^ \ § (dwlfl Injured purl) (drclf>te|uredpijtt) 


Typo of Injury 

cv'hI ,Cw\uys> 


m 


a ■ 




,sy> <s>. 


1 ) / \ ( V/ \V 

Contributing Object/Equlpment \ r / \ ) ( / 

L J u O Left Right I ET Right I 

te^,»ftfeidenffeurr e d (i.e. Employee was openings box and the boxcufiw slipped lacerating his left thumb.) , -• 

sptmnj m - iw (t>m'tmcher> m buiidCrm MSfU-hed /n r 

ifohti-tui AM hlu-ldih^ OttUsp>0Lftfs '" 

ttW^r^-a^? ' ' Yes No~ifT^rfe^d ~ j I if not on campus, name ft address of site - 


0 pspa 


Was another person responsible? Ws 

No 

Were other employees injured? 

Yes 

No 

_ o 

0 


o 

o 

Name Hi contact information of responsible party? 

No Vrs.n IFvrt*: Hahs. c r ^. 

Were Campus Police notified? 

Yes 

o 

No 

0 


o o 

Medical Facility I If other, please complete the foilowIn^T^^^^^ ^" ‘" ; 


^jjJfNona O Emergency Room 

0 Hrst Aid O Hospitalization 

0 Msdlcal Care 


hy?w.i>Vv>;f-7 Yy'-Vv- nn/r ,; ,',T 


Medical Facility 


0 Sharp Reos-Stealy 

O Olhtir 


Physiclan/Facllity Name: 
Address: 

Phono: 



"'Completed By (Print Name) 


xm 


Signature 


zlnln 


rm*~ 


Rev. *\r>V\4 




San Dm k> Si ah 
Uni vi iwirv 


SUPERVISOR'S REPORT OP WORK-RELATED 1NJURY/ILLNESS 
Complete this form In its entirety and submit within 24-hours of the inkin/ 

Please fax to 619-5944013 J V 



*“50 







San DiKio Sivvi i 
llNivmsirv 


SUPERVISOR'S REPORT OP WORK-RELATED INJURY/ILLNESS 

Complete this form in Its entirety and submit within 24-hours of the iniurv 

]R)I string 1.-^ r.'{\ A A An 4 1 y 


Please fax to 619-694-4013 


File as: 

0 Worker's Compensation Claim 

@ Incident Paly Report 

Dam of Injury 

llitpt low 

Time of Injury 1 """ 

O «.ni. <@ p.m. 

Supervisor s D 

WUe 

ala of Knowledge 

U2AB _ 

,| ^RW.&ti.G!yg;i 1 to ? ft!ji|rioyBe .— 

iiniem 

.1L...• • Employee information '' 

Employee's Name (Last, First) 1 Home Phone . . | Cellphone 1 UMrtDhn™ 


Department 




Job Title {l.o. Custodian, Student Intarrt) 


Email 




Supervisor's Name 
Hours wiriSTpaf Week: 



i■ ■ t>.w» V4^tjiinj5 U WWAOIIU vue uva umci idLISt minjj (MS left CnUlUUrJ 

e^«rB#KU IC4(-U 7\-hMi' iV ii 9 if SW* , C-Q i'OiijlVfr /'hlA 

•C <9 He i7s 2 -t—-/' ___ 


Did Injury occur on campus? Yes No 

9 0 

Campus location where Iniurv occurred 

ft fvf* 

If not on campus, name St address of site 

Name & contact Information of Witness; None 

□ 

V/ 

Wes another person responsible? Yes No 

fuor o o 

Were other employees Injured? Yes No 
i#-L!*r tetijoJ. o 0 

Name & contact information of responsible party? 

'7 7 

Were Campus Police notified? Yes No ~ 

0 © 

Did the employee miss any work related to the Injuryr Ho Yes If yes, Date: Time From; To: .~. 

<© 0 


: v 1 i v V' d.i ^Al f i N'mh iviXr ib« 

. i; ; !".f * . .'.y • • ‘ SvjC/V V>.V'*' ''O'- A. 

"•‘M : .".•' /■■■.■ ?•;■■■ f 

^Mone Q Emergency Room 

0 First Aid Q Hospitalization 

0 Medical Care 

Medical Facility 

Q Sharp Rees-Steely 

O Other 

If other, please complete the following: 

Physician/Facility Name: 

Address: 

Phone: 


AtTl0N 


action wilf be taken to prevent recurrence? Check ns many as appropriate" 

□ Safety Guidelines Developed P Employee Counseled Safety □ Personal Protective Equipment Ordered 

p IralnlnB Scheduled D Repairs Ordered leather: WOV/A fo MA .S/^U 

* T.“ ~V' • ■'-r----—_ . , Ml" ...... . _ — V 7-1 ^ L 



Completed By (Print Warns) 


Signature f/Z 


£ £Mjt UOYVU^ V 

b— 2-1 *(,//<* 

Data t y 





Cr L 


, f 







®j SUPERVISOR'S REPORT OF WORK-RELATED INJURY/ILLNESS 

a Complete this form in Its entirety and submit within 24-hours of the iniurv 


SAN DllliO.SlAU 
Univihsiiy 


Q Worker's Compensation Claim 
Incident Only Report 


Please fax to 6T9-B94-4013 
Dale of Injury Tima of Injttry 


Em plover's Name (Last, First) 
Departmenf 

PzjF'A' _ 

Supervisor's Mama 


•' • • r /?.EMPLOYEE INFORMATION ; ' T" - • v v \ . -f')’•,-V'' .W 

Home Phone ~ " “ “Tcell Phone ' ~i Work Phone" 

| Job Title (U. Custodlm, stmlnnt liiturni T Er'na!| ^ r J ™ 


Supervisor's Work Phone rsuparvisoPs Email 


Supervisor’s Pax 


Hours Worked Per Week: 

Vo 


Days Worked: M-F 5 M T W Th "f S j Start Lima: 

$ □□□□□□□ ; 


m 


rum. Enel Tima: 
p.m. 


Q a.m. 


Injured Body Part A W«i« iniurod pan) 

m f 


BACK OF HAND FRONT OF l^ND^ 

(rtrda injured part] {circle fn^umd part) 


Ba.'g M k% * 

AcUon Causing Injury V I j xif V I T 1 N 

L l,L ) / 

Contributing Object/Equlpmont V A / \ ' / 


MM 




In 


Describe in detail how the accident occurred (l.e, Employee was opening a box and the box cutter slipped lacerating his left"thumb,) -_____ 

Ap'iyU/V&'S, C'A^Ol Icl-tVv^ clo.lL V"» 

Did Injury occur on campus? Yes No Campus location whera'lnjury occurred If not on campus, name & address of site- 

$ 0 psf *4 

Name & contactlnformatlon of Witness: None Was another person responsible? Yes lio Were other employees injured?-y^—~f 

□_ o o ... et ( 

Name & contact information of responsible party? Were Campus Police noSSed? Yes j 

__o ( 

Did the employee miss any work related to the Injury? No Yes If yes. Date: Time From: To: “ --- 


■ 


Medical Treatment Required 

None 0 Emergency Room 

O fkst Aid 0 Hospitalization 

0 Medical Care 


Medical Facility If other, please complete the following: - 

0 Sharp Rees-Stealy 

Physician/Facility Name: 

Address: 


frnM.j :LL htfioti j v: i ^i 

@| 5 rt^^kiy^^rg^lanj What action wifi be taken to prevent recurrence? Check os many as appropriate, " ' 


□ Safety Guidelines Developed 
p Training Scheduled 


t3 Employee Counseled Safety 
FI Repairs Ordered 


□ Personal Protective Equipment Ordered 
Bother: £W& kWV^ 


Wummg&M 


A 

SHfe yy "•y i - 



..r 

^Completed By (Print Memo) 


Signature 

Date 




-x/m/iq" 












a SUPERVISOR'S REPORT OF WORK-RELATED INJURY/ILLNESS 

Complete this form in Its entirety and submit within 24-hours of the iniurv 

. DlAAd<A -FriVy A Cfttvt Af\A *3 V M ' J 


San DiKioSiAri 
Univhwiiy 


0 Worker's Compensation Claim 
IS} Incident Only Report 


Please fax to 619-594-4013 

Date of Injury ' 

OMGOlNlb ^ H 




Employee's Name (Last. First! 
Department "" 

SM 

Supervisor's Nemo 


Time of Injury 


Supervisor's Date of Knowledge 

I , *j\\k 1 '^BSWF 

I Home Phone . ~Tcell phone 


0 a.m. Q l 


I Work Phone 


Jab Title (i.o. custodian, siurlertilmfctt) 

Supervisor'sWork Phone ) Supervisor's Email 


Days Worked: M-F S M T W Th F S TstarttimeT 

s’ □□□□□□□ 


SupQndsor'sFajT 







































Mi 


San Dii’cio .Staii 
Umivi-kshy 


SUPERVISOR'S REPORT OF WORK-RELATED INJURY/I LINKS 

Complete this form in its entirety and submit within 24-hours of the iniurv 

Ptfcasa fax to 619-594 4013 3 y 


0 Worker's Compensation Claim 
^■Xjrtcldanl Only Report 


Date of Injury 


5 or Injury Time of Injury "" —« — 

106 iVf ] &M 0» Oi 

WftiSF* 


Employee's Name {Last, First) . Home Phone ~Tc^ST“" 4 


Department 
Supervisor's Name 


Job Title (i.o. Custodiim, *>mim intern) 


Cel! Phono 


Supervisor's Work Phone Supervisor's Email 


Supervisor's Fax 


Hours Worked Per Week; Days Worked; M-F S M T W Th F S Start tlmen ioe O am 

W- _Mddddddd or* 1 in S 


Injured Body Part 


(circle lnjunsd part) 



BACK OF HAND 
(Urdu injured pan) 


FRONT OF HAND 
(clrctts injurejd part) 


' mi. iti m _. m „ 1 % #? 

Atllon Causing Injuty - „ %/ | C} 1 {/l T ^ ] X/? ''C') J \ I \ / 

I 1 ) / \ { V/ \-{ 

Contributing Object/Cqulpmer^t t \ f \ ) 

<m>< d< 0^1‘n U 8 0 jjjjjT [pr '“^T 

Describe In detail how the accident occurred (i.e. Employee was opening a box end the box cutteTsiipped lacerating his left thumb.) j k fr v ^ 7 

i'S) ^ e< i e "l £ ^heJ €Ye / Stuffy >*•! bkecho;] ^oM/ l)(atfalt e ‘ 


Did Injury occur on campus? Vos Mo cimpus location.where injury occurred 

a o h-jll 


If not on campus, name & address of site 


Name a contact Information of Witness; ~ None Wax another person responsible? Yes No ' Were other employeesin|ured?-Y^- n£“ 

□ ___ o o _o o 

Name & contact Information of responsible party? Were Campus Policenotified? YeTn^T 

_o o 

Did the employee miss any work related to the Injttry7 No Ves If yes, Date: Time From' To* . ..— - 

X o 


MiNona O Emergency Room 

0 First Aid Q Hospitalization 

0 Medical Care 


Medical Facility If other, please complete the following: 

0 Sharp Rees-Stealy 

Physiclan/Faclifty Marne: 

U Other . . 

Address: 





Wjpt action will be taken to prevent recurrence? check as many as approprfater"~ ~ 

□ Safety Guidelines Developed □ Employee Counseled Safety □ ,, erstma | Protect!ve EquIpment QM 

□ Training Scheduled p Repairs Ordered l&othar. %dOQLtj>A &l4ll<* 


' 


'Completed 8y (Print Name) 


Signature 


l-k/O l m3 . . . 









MN OiliioSl \ll 
l Nl\ t KM I1 


SUPERVISOR'S REPORT OF WORK-RELATED 1NJURY/ILLNESS 

Complete this form In its entirety and submit within 24-hours of the injury 

Please to to 619-S04-4O13 y 


Rle ns* 


. Worker's Compensation Claim 
© Incident Only Report 


Date of Injury 

2/28/19 

llrne of Injury 1 .“ 

afternoon O a -">- ©p.m. 

Supervisor's Date of Knowledge 

3/8/19 

Date DWC4 Given to Employee ' ’ 

3/8/19 


Employee's Name (Last First) 


Department 

JMS 


EMPLOYEE INFORM ATION 
Home Phone 


I rv>!l Pl^nnfe 


Work Phone 


Job Title |l,o. Ourtcxflan, Student Intorn) 

\ 


Email 


Supervisor's Name 


Supervisor's Work Phone 


Hours Worked Per Week* 

40 (16 hrs oncampu: 


Supervisor’s Email 


Days Worked: IVTF S M T W Th F S 

__gl DB BE BB□ 


nKr remo vt. 


Start time: 

8-10 


0 a.m. 

O 


Supervisor's Fan 


End Time: 

2-6:40 


0 o.m. 

Q P' m - 


Injured Body Part 

N/A | 


Type of Injury 

Headache [ 

;] 

Action Causing Injury 

N/A 

b 

Contributing Object/Equlpment 

fumes in PSFA 



in ciden t information '• 


BACK OF HAND 

Idielo [nitifodiiait] 


f\ •) p 


p ' n A 

<• s'..h \ ' ■}:' i .? 

'.\ v v / \ v vy/ 

, > ''\i : 


Left 


Right 


FRONT OF HAND 

(circle tnjurstl part) 


\K/ v- 11 1'/ 

/ \ y* 

v / \.y 


Left 


Right 


Describe In detail how the accident occurred (i.e. Employee was opening a box and the box cutter slipped lacoraiilSTefUbunib:)" ".~ ~~~-— 

On 2/28/19, after feeling sort of light-headed while working In my office (10am-3pm), I begun experiencing a mlfcMo-severe miarane-llke 
headache. I have continued to experience this chronic headache on and off for 12 days. I’ve since been working remotely due to the fumes. 


Did Injury occur on campus? Yes No 

® o 


Narno Si contact Information of Witness: None 

El 


Campus location where Injury occurred 

PSFA 


Was another person responsible? Yes No 

0 © 


Name & contact Information of responsible party? 


Did the employee miss any work related to the injury? No Yes If yes, Date; 

00 


If not on campus, name fit address of site 


Were other employees Injured? Yes No 

o ® 


Were Campus Police notified? Yes No 

o © 


Time From; 


To: 


Medical Treatment Required 
0 Nano O Emergency Room 

O First Aid 0 Hospl tailzatlon 

0 Medical Care 


Medical Facility 


0 Sharp Rees-Stealy 
Other 


If other, ploose complete the following: 

Physlclan/Focillty Nome: i 
Address: 

Phone: 


1 


cofthirtivi action ■. V--V-.V'■ •'7 


action will be taken to prevent recurrence? Check as many as appropriate. 

0 Safety Guidelines Developed □ Employee Counseled Safety D Personal Protective Equipment Ordered 


P Training Scheduled 


Q Repairs Ordered 


$dDM&d<. 


- 2 


Completed By (Print Name) 




Signature 


Date 


/ 


Rev, 4/23/14 

















San liiKinS i mi 
Univiiimiv 


SUPERVISOR'S REPORT OF WORK-RELATED IN.IURY/ILLNESS 
Complete this form In its entirety and submit within 24-hours of the iniurv 


PIg me fax to 6‘19"594-4013 


Q Worker's Compensation Claim 
0 Incident Only Report 


Date of injury 

February 2019 fonaoinal 

fime of Injury 

0 a ' m ' © p.m. 

Supervisor’s Date of Knowledge 
S-fi-IG ffntrnalhA 

Date DWC-1 Given to Employee 

0-7-19 


employee's Name (last, First) 

Department 

Public Affairs 

Supervisor's Name 


. Xmpibym information 

Home Rhone Tcij 

| M/A _______ _ 

Job Title (Lt>. Cuatedran, Studqjit Intern) j^ EmaiT 

i 

I Supervisors Work Phone rSuper^s^^aiT. 1 


Cell Phone 


Work Phone 


Supervisor's Fax 


Hours Worked Per Week! Days Worked; m s M T W Th F S 1 "start time: Qlm EndTIm? ~—- rTirh 

Mj^n Qffioe/olas S \ J _ ^ ^ © p* 1 IPiOO mw 

,nlUredBt,dVPart ^ BACKOFHAND-T~ 


O a -m. 


■a! ErJtccj- m - f * < j ftfi j jw t/Jf |-V;'\ ‘ pY p 

Injured Body Part 


Other: 

Type of Injury 

Other: 

Action Causing Injury 
Dust/Gas/Fum&s/Vapors 
Contributing Object/Equipment 



(clrcla injured part) 




BACK OF HAND 
(circle injuradpnrt) 





AW/./S 


(cfrcle injumd part) 


Describe In detail how the accident occurred (l.e. Employee was opening a box and the box cutter slipped lacerating his left thumb.) " ~~ ~ — 

There are fumes In our building from construction conducted over the past few ol weeks. I have had eye Irritation, breathing issues and 
headaches since then. Note we have received asbestos notices many times over the years as well. 1 

Yes” No """" Campus location where injury occurred i If not on campus, name & address or site 


Yes No Campus location where Injury occurred If not on campus, name & address or site- 

• O PS FA 

Name a contact Information of Witness: None Was another persorTresponsibie? Yes No Ware other employees Injured? Yes-i5o- 

... d __ 0 .o © o 

I Name & contact Information of responsible party? Were Campus Police notified? Yes No— 

____ Construction company (unknow n) O O 

Did the employee miss any work related to the Injury? No Yes If yes, Date: ~ Time From: To: “ ---- 

© O 

Medical Treatment Required Medical Facility If other, please complete the following: * 

0 Sharp Rees-$tealy 

©None O Emergency Room Physidan/Faclllty Name: 

©firstAid OHospitalization other Address: 

© Medical Cara 

Phone: 


□ Safety Guidelines Developed □ Employee Counseled Safety □ Personal Protective Equipment Ordered 

□ Training Scheduled □ Repairs Ordered leather: Ut lpC^UA fo AUfctf blA% 


Completed By (Print Name) 


3-11-2019 

Date ~ 

<3/(* jlj R ev - 4/23/14 






t SUPERVISOR'S REPORT OF WORK-RELATED INJURY/ILLNESS 

Complete this form in its entirety and submit within 24-hours of the inSi 

. Please fax to 619-894-4013 J ' 


San DueioS tAi t 
Uni vi iwity 


0 Worker's Compensation Claim 
® Incident Only Report 

~~ — r ~~r~r - 

Employee's Namp d *** w* 4 *^ 


Dale of Injury 

pH qpivl 


_K ji _ 


Time of Injury 

MMlUh Ml . dgj* _ 0 a ' a 

Op- 1 "- 

mamm 

-_J3 

MWx 



Department 


Supervisor's N 


Hours Worked Par Week 


Home Phone 

_ L 

Job Title (La- Custodian, siwliml Intorii) 


Cell PhoriB 
Email. 


Work Phone 


Days Worked; M-F 5 M T W Th F "s fltairtfme: 


a>m, id Time: 


4 |n)Uf^ Body Part * ^ ^ '' * ' 

Type of Injury I f 



(circle Injurtitf part 


BACK OF HAND 
{circle lnii;totlpf»rl) 


FRONT OF HAND 

{circle Injured pan) 


'Ci>rtU<tf $tU 




Action Causing Injury l.ls/ I || 

(UlM SUd'&JjP"^ P-fliF l 

\ I n 

Contributing Objffct/Equlpment^ ” v A / 


Describe In detail how the accident occurred (f.e, Employee was opening a box and tbs box cutter slipped lacerating his left thumb j -—“—- 

(^jXA Sfl'U.Lt / jtyy/y A&(L&Qcid?ui> OW'-A! . LadZ<LA, 4 

Tr^t ’JL&lA Mi; fb£ ^d><? ___ _ 

DldinlKryoccuron campus? Ves Mo I Campus location where Injury occurred It nut on campus, namla^f riress of ' site - 

• 0 P'vF-A 

Nanre & contact information of Witness: None Was another parson responsible?" - Yes No Were other emplayeesTnlura^- Yk -j£T 

. .. : a ___Q & a - a ,i> ■ @> O 

Name & contact Information of responsible party? Were Campus Por/Ebnofjfted? y^-j^J - 

_:_J_____[__ o o 

Old the employee miss any work related to the Injury? No Yes If yes, Date; Time From; To! ~ " l ~™- 

o o 


^ None 0 Emergency Room 

0 First Aid 0 Hospitalization 

0 Medical Care 


Medical Facility If other, please complete the following; 

Q Sharp flees-Stealy 

^ Physician/Facllity Name; 

O Other 

Address: 


actIon wtJI to prevent recurrence? Check as many as appropriate '* 

o Safety Guidelines Developed P Employee Counseled Safety □ Personal Protective Equipment Ordered 

Q Training Scheduled □ Repairs Ordered ^fethao jy Klttfchpti h mr 



ft MW/M 








San DiicioSiAii- 

llNIVIRSIt V 


SUPERVISOR'S REPORT OF WORK-RELATED INJURY/ILLNESS 

Complete this form in its entirety end submit within 24-hours of the iniurv 


Q Worker's Compensation Claim 
® Incident Only Report 


Plaaso fax to 619-5944013 

Date oF Injury Time of Injury 

Jan/Feb 2019 

Supervisor's Date of Knowledge MBEi 



1 HWH W 

Employee's Name Hast, First) 



“‘•ssfiis 


Department 

HTM 


Supervisor's Name 


Home Phono 


Job Title p.o . Ctistodlwi,Student intern) 


Cel Phone 


O «-m. 


Work phone 


Hours Worked Per Week; | Days Worked: M<F 5 M T W Th F S Start time: (?) tm. End Time- - 7 =^ 7 — 

30_........ I 0 □□□□□□□ 8:00 o P- m ' 2:00 S m- 

Injured Body Part I^W^wT BACK OF HAND I 

.. .. , n Iw) (. 4 |<*tla lujumil paid UWolnluriKlnnrtl 


wmm 




FRONT OF HAND 

(drda Injured part) 


Ms 




% 1 V\\ 





w w» 


eyes, throat, head 

Type of Injury 

Irriation, headaches 

Action Causing Injury 
Chemicals in the air 
Contributing Object/Equipment 


Describe Indatall how the accident occurred (U Employas was opening a box and the box cutter slipped lacerating his left thumb! *- 

The PSFA building has been under construction for many months. For the last month there has been toxic smelling air which has aiven 
me headaches, itchy and irritated eyes, and sore throats. I have left work early a few days to work at home because it was so back 

Did Injury occur on campus? Yes No Canipusiacation where liik^yoccurrod If not on campus, name ^address of site- 

© O SDSU-PSFA 


Name & contact Jnformatlon of Witness: None Was another person responsible? Yes No Were other employeostnjiired? —Yes-No- 

H a _ 0-0 __ © 0 • 

v- Name & contact Information of responsible party? Were Campus Police notified? y es 

1 -. . J _______ o © 

Old the employee miss any work related ta the Injury? No Yes If yes, Date: Time Prom; Toi “ ———--- 

© o 

u dig. -Afe; 

Medical Treatment Required Medical Facility If other, please complete the following: 

Q Sharp Ree^Stealy 

0 Nona O Emergency Room Physiclan/Facllity Name; 

0 First Aid O Hospitalization ® °^ 6r Address; 

0 Medical Cara 

CtcL CA l j Uildr^Cr* ft ) Pbone. 


Q Safety Guidelines Developed 
Q Training Scheduled 


a taken to prevent recurrence? Check as many as appropriate, 
LJ Employee Counseled Safety 
£3 Repairs Ordered 


□ Personal Protective Equipment Ordered 

^XOOCCaA .^yUli 


Completed By [Print Name) \ 


Signature 


M >7 (ij 

Date* 

<3hln M,u 


v / 



















San DihiOStati: 
University 


SUPERVISOR'S REPORT OF WORK-RELATED INJURY/ILLNESS 

Complete this form in its entirety and submit within 24-hours of the inji 

Please fax to'619-594-4013 _ h ~ , 


it within 24-hours ot the injury 

T m J ro CuMtoS**"* 


o Worker's Compensation Claim 
Incident Only Report 

Employee's Name (last. First) ~ 

-— _ ---1 rh iJ Ik 

Department 1 ^ <J io] 

Supervisor's Name 

—mm* ..-. * '» - .-_ 

Hours Worked Per Week; I Days V\ 


Date of injury 

Time of Injury 

0 0 P-m. 

Supervisor's Date of Knowledge 

Date DWC-1 Given to Employee 


EMPLOYEE INFORMATION 
Red ID 


/Title (l.e. Custodian, Student Intern} 4 

A 

_ - - ■ 4, >{ g USJZli^ f'** v O ^ 

I Supervisors Work Phone * Supervisor's Email 


Primary Phone^ 
Email 


DaysWorked:M-F S M T W Th.F $ Start time: gam. ( End Time: 

_□ □□Ei.gfEaa <j±$o op, m - 7 


O S» 

IP 1 pro- 


Injured Body Part 


Type of Injury 


(circleInjured pan) 


INCIDENT INFORMATION 


BACK OF HAND 
{circle Injured part) 


k\ M : b\ 


Action Causing Injury w 

v>u sW ^nii( 

Contributing Object/Equipment 




FRONT OF HAND 

(circle Injured part) 




i 1 1 1 

describe Id detail how the accident occurred (he. Employee was opening a box and the box cutter slipped lacerating his left thumb.) 


i* fep* KMii 1 r*6*ff4d»? 


Did Injury occur on campus? Yes No Campus location where Injury occurred 

o 0 


/ (skumzA 

If not on campus, name & address of slt4 


Name & contact Information of Witness: None was another person responsible? Yes No 

_e_.g. 

* Mama ft r+ 1 rvTrtrm-i+irtn ytf 


Was another person responsible? Yes No Were other employees Injured? Yes No 

_o_g_ o <* 

. Name & contact Information of responsible party? Were Campus Police notified? Yes No 

o o 


Did the employee miss any work related to the Injury? No Yes If yes. Date: 

® o 


Time From: To: 


Medical Treatment Required 

]!§ None 0 Emergency Room 

© First Aid © Hospitalization 

0 Medical Care 


MEDICAL INFORMATION 

Medical Facility If other, please complete the following: 

0 Sharp Rees-Stealy * . « 

^ Physlcian/Fadiity Name: 

& Other A . . 

r* Address: 


Address: 

Phone: 


___ CORRECTIVE ACTION 

Supervisor's Investigation: What action will fee taken to prevent recurrence? Check as many as appropriate. 


□ Safety Guidelines Developed 
Q Training Scheduled 


O Employee Counseled Safety 
£] Repairs Ordered 


□ Personal Protective Equipment Ordered 
•Qother:_ 


Completed By (Print Name) 


Sighatur 


9JkjhS_rj^ 

HMh 

/' 'Rev.4/23/14 





® SUPERVISOR'S REPORT OF WORK-RELATED INWRY/lllNESS 

Complete this form In Its entirety and submit within 24-hours of the injury 

San DiKCio Stati; Please fax to 619-594-4013 


University 
P ile as; 


0 Workers Compensation Claim 
$$ incident Only Report 


Date of Injury 

/~$S Z&rf 

Time of injury . 

f a.ro. Q p.m. 

*>»»_ 

Supervisor's bate of knowledge 

Date DWC-1 Given to Employee ^ ^ 


Empjoyeo's NameJLast;, First) 
Titepartmenf 

FSFA 

Supervisor's Name 


___ EMPLOYEE INFORMATION 

' . Red E 

Job Titlejf 0. Curtodbin, student Intern) 

— . . ... - . •. •***. 

Supervisor's Work Phone ] Supervisor's Email 


I P rimary Phone 
Email '"" 


Hours Worked Per Week: 


injured Body Part '' 


Days Worked; M*P $ M T W Th F $ IWrt tlme; Q a.m?]End flme; ( 

_ □ Bg.t3^-[Siri»e-E&Rl pp- m - 1 _( 

___ INCIDENT INFORMATION ____ 

~~ZZ I BACK OF HAND ‘ I FRONT OF HAND 

Kw tfjp? (drck Injuffcd pin) (drck Injured 


O 

p.m* 


splC€ Jgg 

Typeoflnjurv TWf" f ih\ 

Jm M' N 




T ys J xt wc 

4 > / \ v V/ w 

Contributing Object/Equipment l j \f j . . . 

J*t*3i* Du 0 0 left Right] riefT""" Rlgf 

| I 1 ---——— 1 j 1 -■- . ——- 

Describe In detail How the accldentoccurred (le, Employee was opening a box and the box cutter slipped lacerating his left thumb.) 

. ^k£±ML ZiM 

Did Injury occur ondrampust Yes "tTo Campus locatiorr where injury occurred If ndf on caifrpus, name & address ome 

.of ° f&F# , - 

Name & contact informatiOQ of Witness; None Was another person responsible? Yes No " wire oth eremp foyees Injured? Yes 


Ifnotfon carious, name & address o 

►ftlte 


Were other employees Injured? 

Yes 

NO 


fif 

0 

Were Campus Police noticed? 

Yes 

NO 


fit 

0 


Medical treatment Required 

O None 0 Emergency Room 

O nrst Aid 0 Hospitalization 

^Medical Care 


MEDICAL INFORMATIO N _^_ ;.~ 

Medical Facility Tlfother/please complete the following: 

0 Sharp Rees-Steaiy 

^ Physlcian/fadlity Name: 

^ 0th6f Address: 


_ • : _ CORRECTIVE ACTION 

Supervisor's Investigation; What action will be taken to prevent recurrence? Check as many as appropriate* 


□ Safety Guidelines Developed 
Q Training Scheduled 


Q Employee Counseled Safety 
Q Repairs Ordered 


0 Personal Protective Equipment Ordered 
then „ Infr SrrfiV 


Completed By (Print Name) 


' 0 f/ 4 L., 








ifiFwoawy 




:10*44» 


0 Wortarti Compensation cfalm 
0 l»i*W«tSttolyK«pnt 




t33to<tf injury 

2/19/2019 

mm 


mm% (SpW 




tir*mftf$!iy 

Bam. __ 

mFcwch Given to Emptoyee” 

W*/VVVN*VfSk f v*»V^A^A^vs vy^^yAVA-//■‘/■v 


* ^ w^eac^oj u>^ ^- Tri i mt \ iTllTnj,,. t\\ { 

I Ml Phone f went Phone 


«.m. 0 p.m. 


WpWttBSftt 


Job ITO (trfu Stato foteml 


^prvl^Mam<? 


Hotu& Wo rfc&i H? Wzek 

40 



S^profeors tavosttpttom W ml action wife© tata to piwmt Cti 8 c& m many ^ tw r< p 1 ai& 

j^| Safety Guidelines Ravefaped Q Employee Ctnmsetec! Safety 


Q iminltigSriwiduteri 


Completed By (Print (tome) 


/ _ 

? iflftatoatartx "' 


Pj^wtlteiWA building 


4/4/2019 


,V 


H«v.4/JWI4 



















































t SUPERVISOR'S REPORT OF WORK-RELATED INJURY/ILLNESS 

Complete this form in its entirety and submit within 24-hours of the injury 

SanDikc/oSiat!; Please fax to 619-594-4013 ^ ,, 

UNIVERSITY ^ ■ ffr l< Strrt^ 

File as: Date of Injury ' Time of Injury ~~ 

O Worker’s Compensation Claim \'t - '2J , JO\C { T/W / TM Tf- O *■<"■ O p.nt. 

^Incident Only Report Supervisors Dateof Knowledge Data DWC-16iven.ro Employee 

'3/,3'f / \ c i 


!tmd± 


Employee's Name {last First) r\ 
Department 


Supervisor's Name 

l _ 

Hours Worked Per Week: 


* Home Phone 

Job TijtlOJU. CW^rilan, Student Intern) 

. ['"Sui t s' Work Phone I Supervisor's Email 


CeilPhone 

Email 


Work Phone 


Supervisor's Fax 


Days Worked: M-F S JHpvF S Start time: a,m, End Time: 

□ urn Mwfei/O □ to ^ 






o 8m - 

"1- V* pm. 


Injured Body Part 

Im'VJ*' 


«kcte Injured part) 

JP 




BACK OF HAND 
{circle injured part) 


FRONT OF HAND 
(circle iniuredpart) 


Tv Kf,'fc uwp wcu/ MA 

bt -'^iA^ / ;4 cIma<j hu t-Wr'zryY 

~Atf IO 0 .Causing Inhiry" - | \j 

IqUcJt ^ 

tontdbutingObject/Equipment \ \ J 

Describe in detail how the accident occurred ihe, Employe) 
ror $&Kt£fo[ \j&w\ y p trr't 
4^. * \ ?Ti I A. m >y v 





V vr 


Did injury occur on campus? Yes No 

V o 

Campus location where injury 

pifA bvdtf 

Name & contact information of Witness: None 

pa 

Was another person responsibly Yes No 

CvAyK'cTi^ fv* * 0 o 


Name & contact information of responsible party? 



Were other employees injured? Yes, No 

_ j» o 

Wore Campus Police notified? Yes No 

o for 


Time From: To: 


Medical Treatment Required 

^0^Nono Q Emergency Room 

O First Aid O Hospitalization 

O Medical Care 


Medical Facility " f If other, please^complete the following: 

o Sharp Rees-Steaiy 

t Physiclan/Faciiity Name: 

O other 

Address: 






Supervisor’s investigation: What action will be taken to prevent recurrence? Check as many as appropriate. 

D Safety Guidelines Developed Q Employee Counseled Safety Q Personal Protective Equipment Ordered 

p Training Scheduled □ Repairs Ordered . pother: ZelomTjsL 


Completed By (Print Name) 


4/i7/rt 

0M .lhrl& 









San Dimo State 
University 


SUPERVISOR'S REPORT OF WORK-RELATED INJURY/ILLNESS 

Complete this form in its entirety and submit within 24-hours of the injury 

Pleas© fax to 619-894*4013 


I File as; 

1 , 0 Worker's compensation Claim 


Time of Injury 

^ 0 am - 0 p- m - 

€5 Incident Only Report 

Supervisor's Date of Knowledge 

Date OWOl Given to Employee 


EMPLOYEE INFORMATION 


Deparf™«t/~ 


Supervisor's Name^ 


,J >b Tit/e tu . Custodian, Student to****w * 

lV] Jupervlscr's Work Phone 1 l ^jpervlso^s Emall 




Type or Injury 


Action Causing Injury 


Contributing Object/Equipment 


FRONT OF HAND 

(circle Injured pert) 


T IT 



If not on campus, name & address of site 


Describe In detail bow the accident occurred (l.e, employee was opening a box and the box cutter slipped lacerating his left thumb.) 


Campus location where injury occurred 

sfA- 


Name & contact information of Witness; None Was another person responsible? Yes No 

□_0/ 

Nama&com^ 


r^K«] 


Did the employee miss any work related to the injury? No Yes if yes, Date: 

_& ° 


Were other employees Injured? Yes No 

_ o o 


Were Campus Police notified? Yes No 

o o 

Time From; To: 



i 


Medical Treatment Required 

None 0 Emergency Room 
OffrstQ Hospitalization 
CD Medical Care 


_ MEDICAL INFORMATION 


Medical Facility • if other, please complete the following: • 

, Q Sharp Raes-Stealy 

Physician/Faclllty Name; 

O Other 

Address; 


___ CORRECTIVE ACTION 


Supervisor's Investigation: What action will be taken to prevent recurrence? Check as many as appropriate. 


0 Safety Guidelines Developed 
Q Training Scheduled 


□ Employee Counseled Safety 
0 Repairs Ordered 


D Personal Protective Equipment Ordered 
BLother: 




























SANDlKOOSTATJ: 

University 


SUPERVISOR'S REPORT OF WORK-RELATED (NJURY/ILLNESS 

Complete this form in its entirety and submit within 24-hours of the injury 

Please fax to 619-5944013 


Q Worker's Compensation Claim 
$ incident Only Report 


Time of Injury 

O 


0 p.m. 


Supervisor's Dote of Knowledge * ft Ka 

PuJo. <5w n 


Employee's Name (last. First) 

* 


Red ID 

Primary Phone 

Department 

Job Title |r, 0 , CuHmllaR, Student intern) 

Email 

w-> -~ 


Hours Worked Per week: 

* 


Days Worked; M-F S M T W Th F S Start time: 

□ OB0SS12D to*-** 


\ a.m. 

End Time: ( 

) p.m, 



Injured Body Part 

Uirvff? 


Type of injury 


BACK OF HAND 
(cluk) pan) 


FRONT OF HAND 
(dtcla Injurml purl) 


Wi 


y ? 



Action Causing Injury 

yU\ i^P'A 


Contributing Object/^ulpment 

eU 


Describe In detail how the accident occurred (!,e» Employee v/as^oponlng a box and the box cutter slipped lacerating his left thumb*) x „ * 

<£4*vl’*t*- > *5^**^) <$***^a /vvi fSfvA €&%»** 


<g> o 


I 



Did the employee miss any work rotated to the Injury? No Yes if yi$i Date 

O 0 


Campus location where Injury occurred * 

Psf>4 

If not on campus, nameSTaddress of site 

Was another person responsible?* Yes No 

_ ' o 0 

Were other employees inj ured? Yes No 

o o 

Name & contact Information of responsible party? 

Were Campus Police noticed? Yes No 

G 0 


Time From: To: 


Medical Treatment Required 

0None 0 Emergency Room 

OFimAld O Hospitalisation 

o Medical Care 


Medkai Facility If other, please complete the following: 

0 Sharp Rees-Stoaly 

Physiclan/FacJIKyName; 

° ° lhef Address: 


Wimm, 






supervisor's investigation: What action will be taken to prevent recurrence? Check as many as appropriate. 
O Safety Guidelines Developed Q employee Counseled Safety 

□ Training Scheduled jgj RepalrsOrdered 


Cl Personal Protective Equipment Ordered 
Ej3 Otter:, 'fhc ( 0juJ &• 


Completed By (Print Name) 


(2 oJA 6'Wi‘I 




Rcv.4/23/H 










































San DncioSiAti 
Univirsi^ly 


SUPERVISOR'S REPORT OF WORK-RELATED INJURY/IUNESS 

Complete this form In its entirety and submit within 24-hours of the injury 

’ ^ Please fax to 619-594-4013 - 


^Worker's Compensation Claim 
(^Incident Only Report 


Oateoflnjury 

3»i- ftio >011 

Time of Injury 

M/A O am - 0 p- 1 "- 

Supervisor's Date of Knowledge 

Date D VC-1 Given to Employee 

P-M/l? 


Employee's Name (last, Firsjj 
Department 


Supervisor's Name 


Hours Worked Per Week: 

° ! U 


___ EMPLOYEE INFORMATION 

Home Phone 

Job Title (i.e. CuUadioR, Student interyj 

[ Supervisor's Work Phone [Supervisors Email - 


I Cell Phone 
Email ~ 


Work Phono 


Supervisor's Fax 


... F. S Start time; t\ a,m 4 End Time: 

□ a ntoa o pm ‘ 



Injured Body Part 


Type of Injury 


v . {cirtto Injured pan) 


INCIDENT INFORMATION 


. W 




BACK OF HAND 

(drctu injured pa«| 


<,ir) 


l\ /l : h\ 




Action Causing Injury 

Jr\j / V 4l S 

Contributing Object/Equipment 



FRONT OF HAND 

Rfftle injured port) 


m m 


OescrTbe In detail how the accident occurred (i.e. Employee was opening a boxend the box cutter slipped lacerTtlng left thumbTj 

p*. rtu'' i . - A_VL> 1-1 Cj /t;J < l U ■' , , A i ^ > (vx , 


Did injury occur on campus? Yes No 


Name & contact information of Witness: N^pe Was another person responsible? Yes No 

13. __ jfe O 

Name & contact information of responsible party? 
) v v \ 

.... / _ 

Did the employee miss any work related to the injury? NcT Yas "If yes"Date; T\m Fr< 

f o 


r occurred 



If not on campus, name & address of site 


No Were other employees injured? Yes No 

-o___ o j 

apart/? Were Campus Police notified? Yes No 

_ L oo 

Time From: To: —— r ™“ 


Medical Treatment Required 

JjjMfone O Emergency Room 

O First Aid Q Hospitalisation 

O Medical Care 


_ MEDICAL INFORMATION _ 

Medical Facility If other, please complete the following: 

Q Sharp Rees*$tealy 

Physician/Facility Name: 

O Other 

Address: 


...... COftRECTIVE ACTION 

Supervisor's Investigation; What action wilt be taken to prevent recurrence? Check as many asXpprcpriaTeT 


[I Safety Guidelines Developed 
Q Training Scheduled 


HD Employee Counseled Safety 
□ Repairs Ordered 


IH Personal Protective Equipment Ordered 

P&Other: foioucad 


Completed By (Print Name) 


Rev. *4/iJ/tJ 














San DimoSlAi i- 
Univiukiiv 


SUPERVISOR'S REPORT OF WORK-RELATED INJURY/ILINESS 

Complete Shis form In its entirety and submit within 24-hours of the inlurv 

ITIimiaa f a A Irn A j a>I ® " 



Q Worker's Compensation Claim 
© Incident Only Report 


Please fan to 6i9-B94»4013 


Date of Injury I Time of Injury 

2/27/19 

1/30/1°9 DatS ° f Kn0Wl ^ dge WWMl^ ' 


Employee's Name [Last, First) 


Department 

HTM 


Supervisor's Name 


EMPLOYEE INFORMATION 
Home Phone 


fall Phrin« 


Job Title Custodlstti Student Intom) 


Supervisor's Work Phone 


Wnrk Phone 


Hours Worked Per Week! 

40 


Injured Body Part 

Head, eyes, throat 

Type of Injury 

Pain and irritation 

Action Causing Injury 
Chemical fumes 
Contributing Object/Equipment 


Pays Worked: M-F 5 M T W Til F 5 

. m □ □□□□□□ 


(circle Injured part) 


m 



0 “- ,n - 
^ p.m. 

m 



BACK OF HAND 

I clrrls Injured |HjrV) 

FRONT OF HAND 

(drclotnJurGdpartJ 


Describe In detail how the accidentoccurred |!.e. Employee was opening a box and the box cutter slipped lacerating his left thumb,) ~ 

Strong fumes from the roof work being done in the building has been causing headaches and allergy type symptoms. 


Did Injury occur on campus? Yes No Campus location where injury occurred I If not on campus, name & address of site 

© O PSFA 

Name R contact Information of Witness: Mono Was another parson responsible? Yes No Were other employees Injured? y® 

□_ Q ©. © 

^ Name & contact Information of responsible party? Were Campus Police notified? “"Yes 

. . I _ o 

Did the employee miss any work related to the injury? No Yes If yes, Date: Time From: To: 

O ® We’ve been released early a few^ 


Medical Treatment Required 

© None Q Emergency Roam 

0 First Aid 0 Hospitalisation 

0 Medical Care 


MetM facility If other, please complete the following: 

Q Sharp tes-Stealy 

Physlclan/Fadllty Name: 

O other 

Address: 



_ - _;_ ■v.i:bRREcTly fe , AiCtioN\ ? - v •: ■ .■ ,, ... 

ffiHiibsfJl'iiflShJ’Vyitli^tlon will bataken to prevent recurrence? Check as many asapproprlato, - ~ 

□ Safety Guidelines Developed 0 Employee Counseled Safety □ Personal Protective Equipment Ordered 

□ Training Scheduled □ Repairs ordered fi&aher: 2A0CM<A 


Completed By (Print Name) 


/signature 




Rev. '1/23/H 
















